Case Study {#ajum00015-sec-0001}
==========

Our patient (31--year‐old G2 P1) presented at 24+5 weeks gestation with a rapidly falling haemoglobin requiring transfusion. Imaging reports suggested a left renal mass. Ultrasound examination demonstrated fetal biometry consistent with dates and normal morphology. The cervix was long and closed, and the placenta well clear of the internal os. At the lower pole of the left kidney, a 14.9 × 7.8 × 8.2 cm heterogeneous mass was present which extended to the bladder ([Figure 1](#ajum00015-fig-0001){ref-type="fig"}). There was no internal vascularity, although the anteromedial margin was highly vascular ([Figure 2](#ajum00015-fig-0002){ref-type="fig"}). The left inferior aspect of the mass appeared to be intravesical ([Figure 3](#ajum00015-fig-0003){ref-type="fig"}). The patient became hemodynamically unstable and a decision was made to do an explorative laparotomy. The mass was excised and the patient stabilised after surgery. She unfortunately went into spontaneous labour with a subsequent neonatal death. Histology of the tissue revealed decidualised endometriosis. Tomasz, *et al.* have described a similar case where a young pregnant woman presented with painful micturition.[^1^](#ajum00015-bib-0001){ref-type="ref"}

![Heterogeneous mass extending from the lower pole of the left kidney to the bladder.](AJUM-15-109-g001){#ajum00015-fig-0001}

![Peripheral vascular pattern of the mass.](AJUM-15-109-g002){#ajum00015-fig-0002}

![Intravesical extension of the mass.](AJUM-15-109-g003){#ajum00015-fig-0003}

Discussion {#ajum00015-sec-0002}
==========

SHiP has been a known entity for the last century with two reviews, the first was published in 1950, and it included 75 cases with maternal mortality rate of almost 50%.[^2^](#ajum00015-bib-0002){ref-type="ref"} A more recent review (2009) looked at cases over the last 20 years with no maternal deaths reported but fetal mortality still high at 31%.[^3^](#ajum00015-bib-0003){ref-type="ref"}

In this review the fast majority of patients were nulliparous (72%). The most common presenting symptom was acute or subacute onset of abdominal pain followed by hypovolemic shock and fetal distress. Ultrasound failed to diagnose intra‐peritoneal bleeding in all cases, similar to our own experience. Laparotomy remained the gold standard for diagnosis with free fluid volumes of 500--4000 mL reported.

Our case and the reviewed cases highlight endometriosis as a significant risk factor for SHiP. Interestingly almost half of the cases associated with endometriosis did not have a prior diagnosis; again our cases followed this trend. A history of assisted conception should therefore increase the awareness of this potentially devastating complication.

Etiology {#ajum00015-sec-0003}
--------

The main etiology for SHiP in the *first trimester* is ectopic pregnancy in all its forms. The rarer forms of ectopic pregnancy (lower segment scar, cornual and interstitial) can be more difficult to recognise and therefore delay diagnosis. There has also been a report of a spontaneous uterine rupture.[^4^](#ajum00015-bib-0004){ref-type="ref"}

[Table 1](#ajum00015-tbl-0001){ref-type="table-wrap"} summarises the cause of SHiP in the *second* and *third trimesters*. A potential pitfall is most reported cases of trauma had a significant interval between the event and presentation (up to 8 weeks).

###### 

Obstetric and non‐obstetric causes of SHiP.

  -------------------------- --------------------------------------------------------------------------------------------------------------------------------
  **Obstetric causes**       Uterine congenital abnormality (rupture of a rudimentary horn)[^5^](#ajum00015-bib-0005){ref-type="ref"}
                             Abnormal placentation: Placenta percreta[^6^](#ajum00015-bib-0006){ref-type="ref"}
                             Vascular: Rupture of utero‐ovarian vessels[^7^](#ajum00015-bib-0007){ref-type="ref"}
                             Pre‐eclampsia and HELLP syndrome: hepatic rupture[^8^](#ajum00015-bib-0008){ref-type="ref"}
                             
  **Non‐obstetric causes**   Decidualised endometriosis/endometrioma
                             Fibroid[^9^](#ajum00015-bib-0009){ref-type="ref"}
                             Vascular: rupture of maternal abdominal vessels[^10^](#ajum00015-bib-0010){ref-type="ref"}
                             Trauma(including domestic violence)[^11^](#ajum00015-bib-0011){ref-type="ref"} ^,^ [^12^](#ajum00015-bib-0012){ref-type="ref"}
  -------------------------- --------------------------------------------------------------------------------------------------------------------------------

Management {#ajum00015-sec-0004}
----------

The early recognition of the deteriorating patient is essential, as is a well‐informed team, supply of adequate blood products, specialist radiology cover for possible embolisation and appropriate surgery. Most reports consider a midline laparotomy as the most appropriate option to allow for management of non‐obstetric causes. There should also be awareness to take an appropriate biopsy to confirm the presence of endometriosis to allow for definitive treatment at a later stage. Last but not least, traumatic vascular rupture as a result of domestic violence has also been reported. Careful histories and appropriate follow‐up must form part of the work‐up of these vulnerable patients.
